which has the world's fifth-largest population and seventh-largest economy -has invested substantially in expanding access to health care for all citizens, a goal that is implicit in the Brazilian constitution and the principles guiding the national health system. 1 The SUS comprises public and private health care institutions and providers, financed primarily through taxes with contributions from federal, state, and municipal budgets. Health care management is decentralized, and municipalities are responsible for most primary care services as well as some hospitals and other facilities. All publicly financed health services and most common medications are universally accessible and free of charge at the point of service for all citizens -even the 26% of the population enrolled in private health plans (see table) . 1 An important innovation in the system has been the development, adaptation, and rapid scaling up of a community-based approach to providing primary health care. After originating in the northeastern state of Ceará in the 1990s as a maternal and child health program relying on community health agents (lay members of the community who are paid members of the health care team), the Family Health Program (now called the Family Health Strategy, or FHS) has evolved into a robust approach to providing primary care for defined populations by deploying interdisciplinary health care teams. The nucleus of each FHS team includes a physician, a nurse, a nurse assistant, and four to six full-time community health agents. Family health teams are organized geographically, covering populations of up to 1000 households each, with no overlap or gap between catchment areas. Each FHS team member has defined roles and responsibilities, and national guidelines help structure FHS responses to most health problems. The pace of FHS scale-up has been remarkable: from about 2000 teams including 60,000 community health agents providing services to 7 million people (4% of the Brazilian population) in 1998 to 39,000 teams incorporating more than 265,000 community health agents, plus 30,000 oral health teams, together serving 120 million people (62% of the population) in 2014. Health care teams have expanded over time and increasingly include professionals such as dentists and dental technicians. Further support has been provided through the development of multidisciplinary primary care support teams known as Núcleos de Apoio à Saúde da Família that may include nutritionists, psychologists, social workers, psychiatrists, community pharmacists, physical education specialists, speech and hearing therapists, occupational therapists, gynecologist-obstetricians, geriatricians, general internists, public health specialists, and others.
Community and family orientations are achieved through the community health agents' home visits and through work with schools and community-based organizations. The FHS teams link health care users with social programs such as conditional cash transfer programs (in which people receive welfare payments if they keep their children in school and up to date with immunizations). The teams may also establish links to water and sanitation services, law enforcement, and schools. Coordination of care received elsewhere is ideally performed by the family health team, although this goal is perhaps the most difficult to achieve, given the national health system's limited availability of specialist and diagnostic services and uneven information-technology infrastructure.
Evidence suggests that the FHS provides better access and quality and results in greater user satisfaction than do traditional health posts and centers or even some private-sector health care facilities. 3 Numerous studies have shown that FHS expansion has resulted in improvements in children's health, including large and sustained reductions in infant mortality, 1 and in particular, postneonatal mortality due to diarrhea and respiratory infections. 4 Among adults, FHS expansion has been associated with reduced mortality from cardiovascular and cerebrovascular causes, large reductions in hospitalization rates for ambulatory-care-sensitive conditions, and reduced rates of complications from some chronic conditions such as diabetes. 5 Over the past decade, expansion of the family health program from its initial focus on poorer-than-average municipalities and regions has played an important role in reducing inequities in access to and utilization of care. 1 There is also evidence that the FHS has improved detection of cases of neglected tropical diseases, reduced disparities in oral health, and even enhanced reporting of vital statistics. Despite its many accomplishments, the Brazilian health system faces serious financial and organizational challenges. Although total health spending in Brazil is similar to the average of about 9% of gross domestic product (GDP) found among the countries of the Organization for Economic Cooperation and Development (OECD), less than half this amount comes from public sources -a proportion that places Brazil far below the OECD average for government share of health expenditures.
On the human resources front, rapid expansion of the FHS has led to a physician shortage that Brazil has responded to with the controversial Mais Médicos (More Doctors) program, importing nearly 15,000 physicians from Cuba and other countries. Since responsibility for managing the FHS lies with the municipalities, there are also large variations in the capacity and quality of the family health teams, including varied availability of basic equipment, varied staffing patterns and availability of different types of health professionals, and varied management and other institutional supports for the teams.
Like many health systems, the SUS struggles to meet the changing needs of a rapidly aging population and to fulfill its constitutional mandate to achieve equitable access to services for all citizens. So far, the FHS program has focused on the poorer segments of many municipalities, and though that approach has improved health equity, it is challenging to reach middle-class Brazilians, who may prefer to seek services in the private sector.
At least partially in response to public protests regarding the need for greater public investment in health care, the Brazilian government has launched one of the world's largest pay-for-performance schemes within the FHS to accelerate investment in the public system. These new resources are contingent on measured improvements in the management of health services, technical quality of care, and user satisfaction.
Finally, technology use has been severely delayed in the SUS. New developments include proposals for the development of national electronic health records and enhanced access to diagnostic tools in primary care.
Still, the world can learn some lessons from the Brazilian experience. First, community-based primary care can work if done properly. It requires a solid blueprint, pilot testing and evidence generation, a long-term vision, and sustained financial and political commitments. The FHS appears to be extremely cost-effective: Brazil currently spends about $50 annually per person on the program. 4 But scaling up such an enterprise has required continuous adaptation and investment, especially in light of geographic differences in population health needs, differential municipal capacity and health care resources, and evolving medical practicea challenge likely to apply in other countries as well. Finally, build-
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Pregnancy and childbirth
A healthy 23-year-old woman is pregnant for the first time.
When Ms. Silva suspects that she's pregnant, she first tells her trusted community health agent and neighbor, Ms. Oliveira. Ms. Oliveira makes an appointment for Ms. Silva at the Family Health Strategy (FHS) health post, where the nurse assistant checks her blood pressure and weight. Ms. Silva then attends a small-group session on pregnancy, labor, and breast-feeding, in which participants who have already had children also share their experiences. She may also attend a meditation class for pregnant women or participate in other programs available at some health posts.
Since Ms. Silva's pregnancy is normal, she receives prenatal care from the nurse, but if complications arise she will be referred to the physician on the family health team. She is given a card with her patient record, and the nurse fills in a copy for the health team's records. The nurse gives Ms. Silva information about pregnancy, syphilis, and human immunodeficiency virus, and provides any standard preventive care she needs, such as immunizations. Since her health post has a dentist, Ms. Silva takes the opportunity to have her teeth checked. She's then sent to the municipal health center to undergo blood and urine tests.
If Ms. Silva misses a prenatal care appointment, Ms. Oliveira checks in on her at home and helps her reschedule her visit. Any medications she requires are available free of charge at the health post, since Ms. Silva is registered with the FHS. She must pay only for travel to the municipal health center for tests and to the local maternity unit when she goes into labor. She will most likely have a normal vaginal delivery, although C-sections are common (>50%) among middle-class women with private health plans.
After delivery, postnatal care, including brief pediatric checks, will be in the maternity unit, but Ms. Silva will receive a home visit from Ms. Oliveira and the family health team nurse the day she returns home. Subsequent home visits will be scheduled depending on need. Ms. Oliveira and the nurse will monitor the baby's growth and development fortnightly at first, then monthly for the first 2 years. ing a robust primary care system is more than a bureaucratic exercise; in Brazil, it has required long-term social movements and professional commitments. The future of Brazil's FHS, its sustained expansion to the remaining urban centers and the middle classes, and its effective integration into secondary and tertiary care will require continued engagement by health care providers and the public and continued financial, technical, and intellectual investments -all of which ultimately depend on sustained political support.
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